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Fig 2. Mid-dermal elastolysis. A, Detail of multinucleated
giant cells in the mid dermis with occasional elastopha-
gocytosis. B, Bandlike loss of elastic fibers in the mid
dermis. (A, Hematoxylin-eosin stain; original magnifica-
tion:3200.) (B, Orcein stain; original magnification:340.)
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skin manifestations of mid-dermal elastolysis
appeared at the same time of the immune restoration
after HAART, thus suggesting that they may be
etiologically related. Indeed, our case fulfills
diagnostic criteria of IRIS, namely: temporal
association between initiation of HAART and
development of symptoms, evidence of immune
restoration with virologic and immunologic
response, and clinical symptoms consistent with an
inflammatory process.1 The subsequent occurrence
of Crohn’s disease may support the intriguing
hypothesis of a multiorgan autoimmune IRIS
phenomenon. In fact, IRIS-induced tissue inflamma-
tion may result in an increase in local inflammatory
cytokines and recognition of viral and/or
self-antigens by the infiltrating T cells.4 The
inflammatory environment induced by IRIS and the
loss of immune self-tolerance to tissue-associated
antigens may lead to increased susceptibility to
develop local and/or systemic pathological
autoimmune conditions.5 This mechanism could
support the hypothesis that mid-dermal elastolysis
is an autoimmune process against elastic fibers.
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Clinicopathologic lessons in distinguishing
cicatricial alopecia: 7 Cases of lichen
planopilaris misdiagnosed as discoid lupus
To the Editor: Cicatricial alopecia represents a
complex set of scarring hair loss conditions. They
present challenges in initial diagnostic evaluation,
histopathological analysis, and long-term manage-
ment.1,2 Clinically, the hallmark of cicatricial
alopecia is obliteration of follicular ostia, reflecting
follicular destruction, secondary to inflammation.
The common cicatricial alopecias marked by
lymphocytic inflammation include discoid lupus
erythematosus (DLE), lichen planopilaris (LPP),
frontal fibrosing alopecia (a clinical variant of LPP),
and central centrifugal cicatricial alopecia. Because
both clinical and histologic features of lymphocytic
scarring alopecia overlap, distinguishing between
them can be difficult, especially the distinction
between DLE and LPP.3,4
Seven patients with scarring alopecia were
referred by dermatologists to 1 of 2 specialty clinics
in Boston ( focused on connective tissue diseases or
alopecia). All patients were diagnosed with
DLE based on clinical and histopathologic findings,
Table I. Demographic, clinical, and pathologic features of 7 cases of lichen planopilaris initially misdiagnosed
as discoid lupus erythematosus
Case
Age,
y Sex
Initial clinical
impression
Initial
biopsy
diagnosis Treatments tried
History
of LP
Overall scalp
involvement Scalp findings ANA titer
CPC
diagnosis
1 61 M SA; DLE;
LPP; FD
DLE TS, ILS, HCQ,
MTX
None Diffuse patches
;40%
PF erythema, PF
scale
Negative LPP
2 66 F Tender bald
patches
DLE TS, ILS, HCQ None Several foci
\25%
PF scale; PF
erythema
Negative LPP
3 62 F SA; LPP; DLE DLE TS Oral LP Several foci
\25%
PF erythema, PF
scale
Negative LPP
4 44 M DLE; scalp
erythema
DLE TS, ILS, HCQ, CQ,
finasteride,
IVIG, MMF
None Several foci
\25%
HK follicles, PF
scale,
PF erythema
Negative LPP
5 43 M DLE; scalp
erythema
DLE TS, ILS, HCQ None Diffuse patches
\25%
Atrophy, PF scale,
PF erythema
Negative LPP
6 47 M DLE; LPP; SA DLE TS, ILS, HCQ None Several foci
\25%
Atrophy, PF scale,
doll hairs;
PF erythema
1:160,
speckled
LPP
7 77 F FPHL DLE TS, ILS, MTX None Frontal hairline;
crown
PF erythema, loss
of eyebrows
1:640 FFA (LPP
variant)
ANA, Antinuclear antibody; CPC, clinicopathologic correlation; CQ, chloroquine; DLE, discoid lupus erythematosus; F, female; FD, folliculitis
decalvans; FFA, frontal fibrosing alopecia; FPHL, female pattern hair loss; HCQ, hydroxychloroquine; HK, hyperkeratotic; ILS, intralesional
steroids; IVIG, intravenous immune globulin; LP, lichen planus; LPP, lichen planopilaris; M, male; MMF, mycophenolate mofetil;
MTX, methotrexate; PF, perifollicular; SA, scarring alopecia; TS, topical steroids.
J AM ACAD DERMATOL
OCTOBER 2014
e136 Lettershowever, upon our evaluation, these cases of cica-
tricial alopecia were most consistent with LPP. This
study was approved by the institutional review
boards of Partners Healthcare and Boston Medical
Center, both located in Boston, Massachusetts.
Patient demographics, clinical examination, and
biopsy findings are summarized in Table I.
Representative clinical and pathologic images are
presented in Fig 1. Five individuals exhibited similar
hair loss patterns with numerous small alopecic
foci throughout the scalp with less than 25%
involvement. Five of the 7 individuals also exhibited
perifollicular scaling. All exhibited some perifollicu-
lar erythema. None exhibited follicular plugging or
central depigmentation.
Upon histopathology review, all patients were
considered to have LPP given the presence of
primarily perifollicular inflammation and clinico-
pathologic correlation. Features that can lead to
misdiagnosis because of their occurrence in
both conditions include interface dermatitis, peri-
vascular inflammation, increased mucin, and focal
basement membrane zone thickening. Although
interface dermatitis is a hallmark of DLE, interfollic-
ular involvement in LPP occurs uncommonly.
Any accompanying thickening of the basement
membrane zone in LPP is mild, unlike the striking
thickening seen in DLE. In LPP, the inflammation is
predominantly perifollicular, unlike in DLE. Theincreased dermal mucin in LPP is admixed with
fibrosis in a perifollicular location (Fig 1, F ), unlike
the mucin in DLE that is interstitial in the dermis.
Our experience reinforces that LPP and DLE have
distinct, yet overlapping, clinical and histologic fea-
tures and present diagnostic challenges for dermato-
logists.4 The presence of perifollicular erythema
and scale, combined with a lack of follicular plugging
or central depigmentation, favors LPP over DLE.
Histopathologically, perivascular inflammation should
not favorDLEunless it is deepanddense. Similarly, the
presence of mucin does not favor DLE when it is in a
perifollicular location. Interface dermatitis can be seen
in LPP, and DLE should not be favored when it is
present, especially if the inflammation is primarily
perifollicular. Finally, the basement membrane
thickening in DLE is prominent, and mild thickening
should not favor DLE. Identification of factors leading
to misdiagnosiseincluding the rarity of these condi-
tions, the limited clinical experience with scarring
alopecia, and the frequently subtle and overlapping
histologic features of these entitieseis the first step in
making the correct diagnosis. Clinicians must recog-
nize that clinicopathologic correlation, albeit chal-
lenging, is essential in distinguishing these diseases.
Vinod E. Nambudiri, MD, MBA,a,b Ruth Ann
Vleugels, MD, MPH,a Alvaro C. Laga, MD,c and
Lynne J. Goldberg, MDd
Fig 1. Clinical and histopathologic findings of lichen planopilaris (LPP) initially misdiagnosed
as discoid lupus erythematosus. Clinical findings of LPP may include numerous small foci of
alopecia throughout the scalp (A and B). A closer view demonstrates loss of follicular ostia
(C) and perifollicular erythema and scaling (D). On biopsy specimen, prominent perifollicular
lymphoid infiltrates are evident at the level of the isthmus (E). Additional findings include
increased perifollicular mucin (F), a lichenoid perifollicular lymphocytic infiltrate (G), and
squamatization of the basal cell layer with mild perivascular inflammation and melanophages
(H). (E, G, and H, Hematoxylin-eosin stain; original magnifications: E, 340; G, 3100;
H, 3200.) (F, Colloidal iron stain; original magnification: 3100.)
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Importance of keen observation for the
diagnosis of epidermal cysts: Dermoscopy can
be a useful adjuvant tool
To the Editor: Although epidermal cysts are the
most common cutaneous cysts and frequently
encountered in daily dermatologic practice,
differential diagnosis of them is very broad and is
often a diagnostic challenge.1 A characteristic of
epidermal cysts is a clinically visible punctum
representing the orifice of an obstructed hair follicleFig 1. A, Dermal or subcutaneous tumor measur
34-year-old man. His hair over the tumor was
C, Dermoscopic examination result of the subcut
D, The cyst wall is lined by stratified epitheliu
laminated keratins. The punctum is connected to
punctum is approximately 0.5 mm. (D, Hematoxyfrom which the cyst originates. In case punctum is
not visible, diagnosing epidermal cysts can be
difficult. Here, we report 3 cases in which
dermoscopy helped in diagnosing epidermal cysts
by enabling visualization of small puncta that were
hardly detected under naked-eye examination.
A 34-year-old man presented with a soft mass on
the occipital scalp. He first noticed the mass 6 years
earlier, and it slowly enlarged. He reported no
symptom, smell, or discharge from the mass. Our
clinical differential diagnosis included lipoma, or
epidermal, dermoid, pilar, or other cysts or
tumors. On clinical examination, the overlying skin
appeared normal (Fig 1, A and B). However,
dermoscopic examination showed a punctum barely
visible to the naked eye (Fig 1, C ). Subsequently,
we successfully enucleated the cyst via a small
elliptical incision. The histology of the cyst is shown
in Fig 1, D.
A 2-year-old girl presented with an asymp-
tomatic nodule on the concha of her right ear
(Fig 2, A and C ). The movable and nontender
nodule was noticed 2 months previously. The
initial clinical differential diagnosis included
lipoma, neurofibroma, or epidermal or dermoid
cysts. Subsequent dermoscopic examination of the
nodule showed a punctum hardly visible under
naked-eye examination (Fig 2, E ). The histopatho-
logy of the excised cyst was consistent with that of
an epidermal cyst.ing 2.5 3 2.5 cm in the occipital region of a
shaved before surgery. B, Close-up view.
aneous tumor showing a punctum (arrow).
m with a granular layer and is filled with
the surface epithelium, and the size of the
lin-eosin stain; original magnification: 340.)
